
1. Hospital Care Consent: I/we consent to hospital services, treatment and diagnostic procedures by the hospital as may be deemed  necessary 
or advisable by my physician and/or consultants selected by m y physician. The consent to hospital care includes permission for x- ray 
examinations, laboratory procedures, I.V. treatments, hepatitis test administration of b lood and blood products, injections, medications, 
recording, filming or video monitoring for internal purposes only, and hospital services rendered the patient under the general and special
instruction of doctors. The patient acknowledges  responsibility for any or all of these procedures. It is the hospital policy that the patient has the 
opportunity to discuss surgery and procedures  with the patient’s  doctor before hand. The patient has the righ t to consent to surgery and 
procedures. Except in emergencies or unusual circumstances, the hospital does not allow its facilities  to be used without this discussion  and 
patient’s consent. I voluntarily give my consent t o hospital care and accept the condition of hospitalization listed. 
 
2. Authorizations for Release of Information:   The employees and agents of this hospital and  copy services and electronic claims processing 
services under contract with this hospital and any th ird party billing agents for this hospital or any of its staff physicians involved  with patient 
care are given permission to release any and  all information relating to the patient, including but not limited to the medical record of the patient’s
hospitalization, to another healthcare provider if the patient was transferred to that facility from this hospital and to any and all insurance 
companies or other third- party paying or ob ligated to pay, in whole or in part, the charges incurred  by the patient in th is hosp ital; and they are
also given permission to release the above described information to any agent or firm working for or with the above described insurance 
companies or other third- party payors for the purpose of performing pre- certification, concurrent and/or retrospective review and/or other
utilization review of any kind.  
 
3. Valuables:   I understand and acknowledge that the hospital assumes no responsibility for personal possessions including cash, jewelry, 
bridgework, eyeglasses or any other personal possession  which I choose to keep  in my room. I have been advised that such  valuables should be 
placed in  the care of my family or deposited in the hospital vault located in the Business Office.  
 
4. Safety Code for  Hospital:   Safety Codes for hospitals issued by the National Fire Protection Association prevent the use in the hospital 
of any electrical equipment or accessories until they have been safety checked by the hospital’s electrical engineer. Exceptions to this rule are
hair and blow dryers, curling irons, hot rollers, radios, clocks, electric razors, shavers, contact lens sterilizers, electric t oothbrushes and 
calculators.  
 
5. Payment Guaranty an d Assignm ent of Insurance B enefits :   I, t he undersigned pati en t, guardian , and/or guaran tor (hereinafter 
"Debtor") hereby promise to pay in full Willis- Knighton Health System (WKHS) customary charges for the goods  and services rendered to the
patient identified on the reverse side hereof during this period of hospitalization (hereinafter "Indebtedness’’). Debtor acknowledges and agrees 
that, unless waived in full by WKHS as set forth below, the Indebtedness accruing during this hospitalization is due and  payable in such amounts 
and at such times during this hospitalization  as WKHS may, in its sole discretion, determine, that the entire Indebtedness is due and payable in  
full at discharge. I acknowledge that, upon  proof of acceptable insurance coverage, WKHS, in its  sole discretion , may reduce the amount of 
indebtedness due and payable during th is hospitalizations and the balance due at discharge. In such event, I understand  that all deductibles, 
co- insurance, non- covered charges and other items not paid by insurance or other third- party payors shall be due and payable during th is period  
of hospitalization and upon discharge as set forth hereinabove. I acknowledge and agree that in the event that WKHS, in its sole d iscretion, 
accepts proof of insurance coverage, claims for payment for benefits will be filed  on  behalf of the Debtor and/or the insured and that these
benefits will be considered by WKHS in determining the amounts due as s et forth hereinabove. I understand and agree that WKHS will accept 
payments from third- party payors and insurers on behalf of the Debtor and  apply such payment to the indebtedness to the extent that they are
received. I acknowledge and  agree that the filing of such insurance and other third- party claims is performed as a service by WKHS and in no 
way relieves me of the obligation to pay the Indebtedness as  agreed herein above.  

Patient hereby appoints  WKMC as Patient’s authorized represen tative to file any necessary claim appeal(s) on Patient’s behalf. In 
consideration for this appointment. WKMC agrees only to collect only applicable copayments, deductibles, and coinsurance for covered  benefits
from the Patient and waives any right to coll ect any other payments related to those covered benefits from the Patient.  

Debtor hereby absolutely as signs to WKHS all insurance benefits on all policies of insurance under which Debtor is an insured, whether
hospital, medical, or liability insurance, and also hereby absolutely assigns to WKHS the proceeds of any judgment or settlement of any claim  
against any third party and any and all other amounts which  may be determined in any manner to be payable t o Debtor in connection  with any 
injury suffered by patient which gives rise to the Indebtedness incurred during this period of hospitalization . I hereby au thorize WKHS to obtain 
any information or copies of any accident reports  or other documents with regard to such injuries and agree to cooperate with WKHS in 
connection with the procurement of any information or documents it deems in its sole discretion , necessary or appropriate in connection  with the 
assignment made pursuant to this paragraph. I hereby authorize and  direct that all such paym ents and proceeds shall be made d irectly to WKHS 
under the terms of this assignment. To the extent that WKHS receives such proceeds and/or payments, such receipt shall cons titute payment of
the Indebtedness, bu t shall not relieve Debtor of the obligation to pay when and as due that portion of the Indebtedness not satis fied by such  
proceeds  and/or payments. I acknowledge and agree that, to the extent that the Indebtedness has  not been satisfied by such payment, that portion
of the Indebtedness for which payment has been  deferred  pursuant to the preceding paragraph shall be due and payable in fu ll on the thirtieth day 
following the date of discharge. In the event that WKHS receives proceeds and/or payments in excess  of the Indebtedness, WKHS may apply 
such  excess payment to any outstanding Indebtedness of Debtor to WKHS arising out of any other period(s) of hospitalization and any attorneys’ 
fees and expenses for which I may be liable .  
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hereund er. In the event that all Indebtedness  has been paid in fu ll, then WKHS will within ninety days  of such  receipt, refund to the Debtor an y 
such excess payment. Notwithstanding anything herein to the contrary, the assignments made hereb y shall remain in full force and effect until the 
entire Indebtedness and any and all attorneys’ fees and expenses for which I may b e liable for hereunder have been paid in full. In the even t that 
the Indebted ness is not paid wh en and as due as determined by WKHS hereund er, and the Indebtedness is placed in the hands of an attorney for 
purposes of collection, Debtor agrees to pay reas onable attorneys’ fees, which are hereby acknowledged to be one- third (1/3) of the amount of the 
Indebtedness at the time the matter is placed in the han ds of an  attorney, plus any and all court costs and other expenses incurred in connection  
with the collection o f the Ind ebtedness. ©  

Financial assistance is available to all patien ts who meet the requirements of our charity care policy. Patients are encourag ed to contact the 
Business Office if th ey have an y concerns or need assistance in  paying their bills. Our charity care policy is limited to hospital charges and does 
not inclu de physician, anesthesiologist or profes sional ch arg es that are not billed by the hosp ital. In addition , financial assistance is n ot offered for 
cosmetic, elective, experimental or other treatments and all h ospital services mus t be ordered by your ph ysician.  
 
6. Assignment to Physicians: I understand  that my physician as well as other ph ysicians who treat me or otherwise inv olved in my care wh ile a 
patient at th e hospital are n ot emplo yees or agents of the hospital and th e hospital is not responsible for their action s. I furth er u nderstand hat my 
physician or other physicians will send me a separate b ill for th eir servi ces, in addition to the hospital bill. I hereb y assign to all physicians who 
treat me the benefits due to me for these services covering medical and/or surgical expenses. I agree that should be the amount be insufficient to 
cover the entire medical/surgical exp ense, I  will be responsible to said physician s for payment of the entire bill. 
 
7. Medicare Consent:  I certify that the information g iven  by me in applying for payment under Title XVIII of th e Social Security Act (SSA) is 
correct. I  authorize Willis- Knighton Health System (WKHS) to provide (SSA) or its intermediaries with access to my medical/hospital record for 
the purpose of p rocessing the Medicare claim for this or a related Medicare claim. I further request that WKHS provide such copies thereof as 
may be requested. Copies may be made by WKHS or its agents or contractors providing copy service and electronic claims processing services  
and said third party b illing agents for hospital and staff ph ysicians in volved with patient care. 
 
8 . Champ us /M ed icar e Notice:  Champ us/Medicare will not pay for p rivate rooms  unless med ical justified , p ers onal con ven ien ce items , 
diagnostic admissions or test or hospital stays not medically necessary. My sig nature b elow acknowledges my receipt of this information  
regarding Champus/Med icare from the hospital on the date indicated. 
 
9 . Willis- Knighto n Heal th  System (and  our Medical Staff) will  us e and disclose your p ersonal health information to treat you, to receive 
payment for the care we provide and for other health care operations. Healthcare operations generally include those activiti es we perfo rm to 
improve the quality of care. We have prepared a detailed NOTICE OF PRIVACY PRACTICES to help you  better understand our policies in 
regards to your personal health  information . The terms  of the notice may change with  time and we will always post the current notice at our 
facilities, on our website and have copies available for distribution. I  acknowledge th at I  have received a copy of the Notice o f Privacy Practices. 
 
This form has b een fully explained to m e. M y s ignature reflect s my un derstanding of the information contained herein. I further understand and 
acknowledge that all referen ces  to mys elf as the patien t shall be deemed to apply as if rewritten in  their entirety t o a dependent for whim I am 
responsible for and/or who is unable to consent on their behalf for reasons indicated below.  

Signature of Patient/Guardian          Date                      Guarantor                    Date                 Witness                 Date  

            Print Name                                               Print Name                                       Print Name  

If Patient/Guarantor is unable to sign, I,                            , do hereby state that I have been given the authority to sign for  

                                          , either expressed or implied and that he or she is fully aware of this authority.  

 
   Signature of                          Authorized Party                Date                         Witness                    Date 

    Authorized Party’s                  Relationship to the Patient 
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